A Ai im m o of f t th he e s st tu ud dy y: : The purpose of this study is to investigate the complementary/alternative medicine (CAM) usage and the factors affecting this among cancer patients in the western region of Turkey. 220 adult cancer patients participated in the study and 93 patients (42.3%) were found to use at least one CAM method. M Ma at te er ri ia al l a an nd d m me et th ho od ds s: : Our study was done by face-to-face communication in a university hospital, in Turkey. Oncology patients' primary diseases, sociodemographic characteristics, complementary alternative medicine usage, psychological conditions and quality of life were evaluated with proper psychological scales. Patients using and not using CAM were compared with respect to Beck Depression, State Trait Anxiety and Beck Hopelessness scores. No statistically significant difference was detected between/among the groups in BDI (12.0 ±8.4, 11.9 ±8.7, p = 0.96), BHS (5.5 ±4.9, 4.8 ±4.4, p = 0.27) or STAI (43.7 ±8.0, 44.3 ±8.2, p = 0.64) scores. Patients using and not using CAM were compared with respect to WHOQOL-BREF quality of life scores. There was no statistically significant difference between/among the groups in WHOQOL-BREF sub-group scores (physical, psychological, social relations, environment, standardized by culture (environment), general health). R Re es su ul lt ts s: : Nearly half of the patients (42.3%) in this region were found to be using at least one of the CAM methods. The patients mostly preferred herbal methods, with the leading product being stinging nettle (Urtica dioica). The severity of disease (recurrence and dissemination) and patients' knowledge of the diagnoses were the most important factors affecting the CAM usage. C Co on nc cl lu us si io on ns s: : The usage of CAM by oncology patients and the effects of CAM on the present medication prescribed by oncology practitioners must be remembered when they are admitted to polyclinics. Also it must be known that patients with advanced stage and patients with recurrence are more likely to use complementary alternative medications than early stage patients. Therefore oncology patients must be informed about CAM besides their clinical situations. At least physicians should give answers about the CAM to their patients. K Ke ey y w wo or rd ds s: : complementary/alternative medicine (CAM), depression, anxiety, quality of life, cancer patients. Complementary-alternative medicine (CAM) is a wide healthcare field that includes all the health systems, methods, practices and the concomitant theories and beliefs aside from the politically dominant health system in a certain community or culture within a certain period of time [1] . While CAM is known as a concept against modern medicine until recent years, it is currently considered as a method that supplements modern medicine and is put into use occasionally when modern medicine is inadequate.
Complementary-alternative medicine (CAM) is a wide healthcare field that includes all the health systems, methods, practices and the concomitant theories and beliefs aside from the politically dominant health system in a certain community or culture within a certain period of time [1] . While CAM is known as a concept against modern medicine until recent years, it is currently considered as a method that supplements modern medicine and is put into use occasionally when modern medicine is inadequate.
The motivators of people in using or administering CAM are not well established [2] . Important motivators include deficiencies or irregularities in standard health services, inclination towards CAM due to habits, preference for "usual" or "natural" treatment modalities and the fact that patients' health issues are chronic [3] [4] [5] [6] [7] [8] .
In Western countries, the interest in and inclination towards CAM have been gradually increasing recently. The reasons for the current popularity of CAM use are quite complex [9] and are associated with the socio-cultural structure [7] . The severity of the disease was detected to be a strong factor in CAM use by patients [9] . CAM use is higher in cancer patients with advanced disease or poor prognosis (or both) [10] [11] [12] [13] . In a "survey" study performed in the 1990s in cancer patients, CAM therapies were observed to be used commonly worldwide [2] . The prevalence of CAM use in cancer patients ranges between 7% and 72% in 26 trials performed in 13 countries (4 trials in the paediatric group) [3, 5] . Although there are no reliable statistical data on CAM use in our country, it is considered to be used commonly. This rate ranges between 23% and 61% in the trials reported [11, [15] [16] [17] .
In some observations, recurrence or re-recurrence triggers initiation of CAM [18] . However, many patients research CAM methods also in the diagnosis period. The uncertainty in the success of conventional treatment influences patients to try CAM. For a portion of patients, the CAM process is simply considered to participate in improvement [19] . In addition, CAM use was determined to be closely related to the patient's psychological status. Burstein et al. [3] detected a correlation between the new CAM use (or administration) and depression, reduction in sexual satisfaction, the extent of fear of recurrence and somatic symptoms (480 patients were evaluated in this trial and the CAM rate was detected as 28.1%). The 12-month observation revealed no significant difference between the groups using and not using CAM except the results on interest in and fear of sex. Investigators rec-ommended that clinicians should be careful about the fact that anxiety, depression and physical symptoms may be effective at the start of CAM use.
In the current trial, the effect of psycho-social status and quality of life of patients on CAM use was investigated in adult cancer patients treated at our hospital.
Material and methods
220 adult patients with solid cancer presenting to Dokuz Eylul University Medical Faculty Oncology who agreed to participate in the trial were enrolled. All patients gave written informed consent. A descriptive form was administered to patients, which included questions on demographic characteristics, patient characteristics and status of CAM use, time of initiation, decision to start treatment, reason for using this treatment, type of treatment, benefits, and recommendation to others.
In addition to these forms, the State Trait Anxiety Inventory (STAI), Beck Depression Inventory (BDI), BECK Hopelessness Scale (BHS) to assess the psychological status of patients and the WHOQOL-BREF Scale to assess the quality of life were used. Surveys including these scales were administered face to face.
State Trait Anxiety Inventory (STAI)
It is a 20-item scale. Patients are asked to choose one of the responses "none", "a little", "much", or "completely" according to the severity grade of the perception, thoughts or behaviours the patient expresses. There are straight or reversed expressions in scoring of the scale. While scoring the "reversed" expressions reflecting favourable feelings, those with a weighted value of 1 are converted to 4 and those with a weighted value of 4 are converted to 1. For direct expressions reflecting unfavourable feelings, responses with a value of 4 indicate low anxiety while those with a value of 1 indicate high anxiety. There are 10 reversed expressions in the scale (1, 2, 5, 8, 10, 11, 15, 16, 19, 20) . The obtained score ranges between 20 and 80. A high score indicates a high level of anxiety while a low score indicates a low level of anxiety [20] .
Beck Depression Inventory (BDI)
The differentiation of depression and other psychopathological conditions by depression level is targeted. It measures the somatic, emotional, cognitive and motivational signs observed in depression. The scale aims not to establish a diagnosis of depression but objectively determine the grade of depression signs. The form has 21 sign categories, each consisting of 4 choices. The patient is asked to mark the expression that best reflects how the patient has felt within the last week including the administration day. Each item is scored between 0 and 3. The depression score is obtained by adding these scores. The highest obtainable score is 63. A high total score indicates a high level of depression or high severity of it [21] .
Beck Hopelessness Scale (BHS)
It measures the unfavourable expectations of the individual for the future. It consists of 20 items. The items on feelings about the future were determined as 1, 6, 9, 13, 15; items on loss of motivation as 2, 3, 9, 11, 12, 16, 17, 20; and items on future expectations as 4, 7, 14, 18. As per scale keys including eleven "correct" and nine "incorrect" responses, each concordant response is scored "1" while each "discordant" response is scored "0". The "arithmetic" total obtained represents the total "desperation" score. When the scores, which may vary between 0 and 20, are high, the level of desperation is considered high [21, 22] . For the above-mentioned 3 psychological scales, the validity and safety tests have been performed for the people in our country [20] [21] [22] [23] .
WHOQOL-BREF quality of life scale
The studies conducted by the World Health Organization (WHO) yielded WHOQOL-100 and WHOQOL-BREF to evaluate the quality of life. Both scales were developed so as to enable inter-cultural comparisons. WHOQOL-100 includes 100 questions, 24 sections and 6 fields. WHOQOL-BREF includes 26 questions and four fields selected among WHO-QOL-100 items (physical, psychological, social relations, environment and general health). question was added to the questions on environment for environment standardized by culture). Since questions 3, 4, 26 and 27 are negative, a correction procedure was applied to calculate the score in the same way as the positive questions. All the other questions are positive [25] . The WHO-QOL-BREF scale with validity and safety in Turkey evaluated by Fidaner et al. was considered to possess psychometric properties and found appropriate for clinical practice. By adding one more question on cultural characteristics for our country, the field of environment was separately evaluated in a manner standardized by culture [25] .
The World Health Organization Quality of Life (WHO-QoL) instrument was developed by WHO. It assesses the individual's perceptions in the context of their culture and value systems, and their personal goals, standards and concerns. It was found suitable for clinical usage beside its competency for evaluating psychometric conditions. The WHOQOL-BREF instrument's reliability and validity have been widely tested in Turkey. That is why we prefer this instrument for evaluating cancer patients' quality of life.
Statistical methods
The program SPSS version 10.0 was used for data analysis. The relation between the categorical variables and KAT use was evaluated by chi-square analysis and the comparison between CAM use status and the scores obtained from the scales was performed by t-test. For statistical evaluation, the significance level was considered to be p < 0.05.
Results
In this trial, 220 adult patients (79 male and 141 female) with solid cancer were evaluated. The mean age was 56.5 herbal therapy followed by supportive treatment. The number of patients using herbal therapy was 81 (36.8%). As supportive treatment, the commonly preferred honey and pollen were detected to be mainly used together with nettle seed. Patients using and not using CAM were compared with respect to Beck Depression, STAI anxiety and Beck Hopelessness scores. No statistically significant difference was detected between the groups in BDI (12.0 ±8.4, 11.9 ±8.7, p = 0.96), BHS (5.5 ±4.9, 4.8 ±4.4, p = 0.27) or STAI (43.7 ±8.0, 44.3 ±8.2, p = 0.64) scores (Table 2) .
Patients using and not using CAM were compared with respect to WHOQOL-BREF quality of life scores. There was no statistically significant difference between the groups in WHOQOL-BREF sub-group scores (physical, psychological, social relations, environment, standardized by culture (environment, general health) ( Table 3 ).
Discussion
The Beck Depression Inventory performed to determine the severity of depression symptoms revealed a low severity of depressive symptoms for patients. No significant difference was detected between the groups using and not using CAM. In addition, the low mean BDI score (measuring the desperation status) detected in those using and not using CAM showed that our patients had a low level of desperation overall. Our trial indicated that the level of desperation and depression was not high in general. The results of both scales were found to be consistent in this respect. A trial by Montazeri et al. showed that CAM use was associated with severe depression while it was not associated with quality of life or anxiety in patients with breast cancer [26] . Our results may demonstrate that patients presenting to a university hospital receive the necessary support services and cling on to life more strongly. The fact that patients enrolled were using chemotherapy and a new treatment or adjuvant therapy is a new hope for patients and a target as the determination of clinging onto life more strongly and overcoming the disease may have contributed to the low level of hopelessness and depression observed in patients. What determines the desperation and depression level may be the unfavourable course (recurrence and extent) of the disease. This may be separately investigated in another trial.
There was no statistically significant difference between the two groups with respect to the STAI scores measuring the anxiety level of our patients. The fact that the mean scores were not that high suggested that patients were favourably good with respect to anxiety. A trial conducted (Fig. 1) . The most common CAM method was in normal adults revealed a mean STAI score of 40.03 [27] . A trial conducted in oncology patients revealed a mean score of 45.4 ±5.5. Our results were slightly lower than those of BalIm et al. [27] (43.7 ±8.0) in those receiving CAM and 44.3 ±8.2 in those not receiving CAM. Anxiety is a subjective fear resulting from the stress condition the individual is in. Uncertainty of the disease course and treatment, and deficiency in informing the patient are important factors that increase the state of anxiety [27] . In this respect, patients may be considered to have received adequate information and a necessary level of psychological support; they may have a low level of uncertainty regarding the future and this may have reduced anxiety. To better understand this situation, studies are required to compare the status of patients at state hospitals and Social Security Institution hospitals with those at university hospitals. One of the reasons for anxiety is depression. The low BDI scores of our patients are consistent with the scores obtained from STAI in this respect.
There was no statistically significant difference between the two groups with respect to the quality of life scores measured using WHO-BREF. Armstrong et al. reported no difference in quality of life in patients with brain tumours using and not using CAM [28] . In the study by Hlubocky et al., the quality of life was detected to be worse in the group using CAM [29] . With respect to the effect on quality of life, and the high psychological scores detected in those using CAM, even if not to a significant level (p = 0.07), CAM may be considered to increase quality of life in psychological respects.
A larger and better-arranged study may investigate the patients in these respects at certain intervals and compare the scores obtained in the period where there is a tendency towards CAM, with the previous scores and the scores of the patients who do not use CAM, and detect how these scores changed with CAM.
In conclusion, CAM use was determined not to be significantly related to anxiety, depression or quality of life of patients. Actually, these scales measure the psycho-social status and quality of life of patients within a certain period of time (limited to the last few weeks). Therefore, our study is deficient in this respect. This study evaluates the status of patients within a certain period of time.
